
Maine Department of Health and 
Human Services 

Prepared for the  

127th Legislative Session 

January 2015 

Mary Mayhew, Commissioner 

 

1 



 

2 



DHHS: State Map 
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16 District Offices; 1 Itinerant Office, 9 Central/ 
Administrative Offices 

Office  Divisions 

Augusta District Office - 35 Anthony Avenue OFI, OCFS, CDC, DO, FIRU, AHU 

Bangor District Office - 396 Griffin Road OFI, OCFS, CDC, DO, DLRS, AHU, OADS, SAMHS, FIRU 

Biddeford District Office - 208 Graham Street OFI, OCFS, OADS, DO, FIRU 

Calais District Office - 392 South Street OFI, CDC, DO 

Caribou District Office - 30 Skyway Drive OFI, OCFS, DO, OADS, CDC, SAMHS, FIRU 

Ellsworth District Office - 17 Eastward Lane OFI, OCFS, CDC, DO, OADS, DLRS 

Farmington District Office - 114 Corn Shop Lane OFI, DO, SAMHS, OADS 

Fort Kent District Office - 137 Market Street OFI, OCFS, CDC, DO, OADS 

Houlton District Office - 11 High Street OFI, OCFS, CDC, DO, OADS, DLRS 

Lewiston District Office – 198-200 Main Street OFI, OCFS, DO, CDC, SAMHS, DLRS, OADS, AHU, FIRU 

Machias District Office - 38 Prescott Drive OFI, OCFS, CDC, DO, OADS 

S Portland District Office – 151 Jetport Boulevard 
OFI, OCFS, OADS, DO, SAMHS, AHU, FIRU, CDC, OMCA, 
DLRS 

Rockland District Office - 91 Camden Street OFI, OCFS, OADS, DO, SAMHS, FIRU 

Sanford District Office - 890 Main Street OFI, OCFS,  DO, CDC 

Skowhegan District Office - 98 North Avenue OFI, OCFS, OADS, CDC, DO, SAMHS, FIRU 

South Paris District Office - 243 Main Street OFI, OADS, CDC, DO, FIRU 

Van Buren Itinerant Office - 2 Main Street OADS 

Augusta Central Office - 221 State Street 
Commissioner, CDC, Contract Mgmt, Rate Setting, Audit, 
Program Integrity, Fraud, Office Services, Financial Service 
Center, Human Resources 

Augusta Administrative Office – 220 Capitol Street CDC 

Augusta Administrative Office - 2 Anthony Avenue OCFS, OCQI, OMCA 

Augusta Administrative Office - 41 Anthony Avenue SAMHS, DLRS, OADS 

Augusta Administrative Office - 244 Water Street OFI, OMS 

Augusta Administrative Office - 286 Water Street CDC 

Augusta Administrative Office - 19 Union Street OFI 

Augusta Administrative Office - 242 State Street OMS 

Winthrop Administrative Office - 1705 Route 202 Disability Determination Services 



Total Expenditures for SFY 2014 

General Fund 
(010) 

Federal Fund 
(013) 

Special 
Revenue 

(014) 

Block Grant 
(015) 

Bond 
Fund  
(018) 

ARRA 
(020) 

Fund For A 
Healthy 

Maine (024) 

Total 
Expenditures 

$1,108,199,113 $1,974,844,751 $621,253,356 $95,268,026 $7,685,047 $22,084,260 $51,753,336 $3,881,087,889* 
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$1,108,199,113

$1,974,844,751

$621,253,356

$95,268,026
$7,685,047 $22,084,260

$51,753,336

General Fund

Federal Fund

Special Revenue

Block Grant

Bond Fund

ARRA

Fund For A Healthy Maine

DHHS: Financial Perspective 

*This number includes $490 million in hospital settlement payments from services provided in previous years.  



Financial Perspective: All Funds Used By Office 
FY Ending June 2014 
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OMS, $3,108,719,926  

SAMHS, $63,631,118  

C.O., $43,812,532  

DDPC, $18,038,210  

DLRS, $9,639,064  

MECDC, $119,573,447  

OCFS, $174,641,658  

OADS, $58,122,462  

OFI, $250,492,959  OMA, $1,288,378  

 RPC, $33,128,135  
OMS (Office of MaineCare Services)

SAMHS (Office of Substance Abuse & Mental Health
Services)

C.O. (Commissioner's Office)

DDPC (Dorothea Dix Psychiatric Center)

DLRS (Division of Licensing & Regulatory Services)

MECDC (Maine Center for Disease Control &
Prevention)

OCFS (Office of Child & Family Services)

OADS (Office of Aging & Disability Services)

OFI (Office for Family Independence)

OMA (Office of Multicultural Affairs)

RPC (Riverview Psychiatric Center)
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OMS, $773,701,386 
SAMHS, $40,807,038 

C.O. $25,770,321 

DDPC, $7,855,317 

DLRS, $3,181,069 

MECDC, $14,491,000 

OCFS, $104,740,366 

OADS, $46,239,653 

OFI, $73,729,159 

OMA, $85,465 
RPC, $17,598,339 

OMS (Office of MaineCare Services)

SAMHS (Office of Substance Abuse & Mental Health
Services)

C.O. (Commissioner's Office)

DDPC (Dorothea Dix Psychiatric Center)

DLRS (Division of Licensing & Regulatory Services)

MECDC (Maine Center for Disease Control &
Prevention)

OCFS (Office of Child & Family Services)

OADS (Office of Aging & Disability Services)

OFI (Office for Family Independence)

OMA (Office of Multicultural Affairs)

RPC (Riverview Psychiatric Center)

Financial Perspective: General Funds Used By Office 
FY Ending June 2014 
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MECDC, 388 C.O., 21.5 

DDPC, 
191.5 

DLRS, 127.5 

OADS, 332 

OCFS, 661.5 
OFI, 979.5 

OMS, 161 

RPC, 327.5 

SAMHS, 97.5 

All Other Positions, 247 
MECDC (Maine Center for Disease Control)

C.O. (Commissioner's Office)

DDPC (Dorothea Dix Psychiatric Center)

DLRS (Division of Licensing and Regulatory
Services)

OADS (Office of Aging and Disability Services)

OCFS (Office of Child and Family Services)

OFI (Office for Family Independence)

OMS (Office of MaineCare Services)

RPC (Riverview Psychiatric Center)

SAMHS (Substance Abuse and Mental Health
Services)

All other positions

DHHS Staffing: Hospitals & Major Office/Division 
FY Ending June 2014 

Note: Position numbers include, Legislative headcount, Limited Period and 
Seasonal/Intermittent positions. 
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DHHS Staffing: Historical Trends 
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MaineCare: Historical Caseload by Eligibility Group 
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MaineCare: Historical Caseload by Eligibility Group 
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Maine’s Medicaid expenditures: 
  $1.44 billion in  2002 
  $2.48 billion in 2014 
 
Medicaid enrollment: 
 220,876 in December 2002 
 290,218 in December 2014 
 
Maine’s State obligation: 
 $494 million in 2002 
 $1.016 billion in 2014 
 

• The federal match rate rapidly declined 

from nearly 74.73% in 2010 to 61.88% in 

2014.  

Between 10/1/08 and 12/31/10, Maine received more than $600M in 

enhanced federal funding.  

MaineCare: Enrollment and Expenditures 



Total program cost 
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2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

$2.470 
Billion 

$1.2 Billion 

MaineCare: Historical Budget Growth 

$1.3 Billion since 2000 
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1998 2014 
 

23.8% 
13% 

 All Other  GF Spending          MaineCare GF 

 MaineCare: As a Percent of General Fund 
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 MaineCare: Source of Funds SFYs 

 $614,389,888  
 $509,117,661  

 $410,204,834   $433,683,774  

 $753,629,889   $741,671,748   $750,176,377  

 $1,318,889,811  
 $1,412,691,345  

 $1,430,022,455   $1,344,627,148  

 $1,448,958,805   $1,490,285,984   $1,450,341,429  

 $190,343,538   $195,135,092  
 $187,984,364   $217,292,530  

 $242,791,650   $258,846,428   $270,215,784  

 $162,473,129   $272,096,327  
 $178,549,238  

 $2,123,623,236   $2,279,417,226   $2,300,307,980  
 $2,174,152,690   $2,440,959,803   $2,489,077,775   $2,470,313,128  
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DHHS MaineCare Expenditures (Millions)* 
Year Over Year Growth   

2013 
Actual 

2014  
Actual 

2015 
 Forecast 

2.00% -0.76% 1.78% 

Average  National  Healthcare Growth:  4%    
Projected Average Growth In the Next 10 Years: 5.8% 

Projected Average National Medicaid Growth In the Next 10 Years: 8.1% 

 $754   $742   $750  $751 

 $1,444   $1,488   $1,450  $1,482 

 $242   $259   $270   $267  

 $(10)

 $190

 $390

 $590

 $790

 $990

 $1,190

 $1,390

 $1,590

 $1,790

 $1,990

 $2,190

 $2,390

 $2,590

2012 2013 2014 Forecast 2015

Special

Federal

General

$2,440 $2,489 $2,470 $2,500 

* Hospital Settlement of $490,200,000 removed from SFY 2014 
* Actual results may change as a result of as-of activity 
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MaineCare:  20 percent of Members  
Account for 80 Percent of the Costs 
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Highest 5%  
$1,205,299,780.18 

 50% 90 to 95 
percentile  

$386,331,456.49  
16% 

80 to 89 
percentile  

$327,337,695.92  
14% 

Bottom 80 % 
485,332,246.27 

 20% 

MaineCare Expenses by Cost Classes SFY 2013 
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Cost PMPM Top 5 90 to 95%  80  To 90% Bottom 80% 

$5,713  $1,750 $766 $78  

 MaineCare: High-Cost Utilizers (cost per member)  
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Top 5  90 to 95 80 to 90  Bottom 80  

Mental Health   $        311,756,435   $        93,047,064   $  65,120,364   $  33,523,118  

Signs/Symptoms/Oth Cond, NEC  $          57,116,808   $        26,043,121   $  24,092,254   $  23,382,225  

Neurological Disorders, NEC  $        350,511,170   $        21,940,044  

Diabetes  $          20,784,343   $          9,734,030  

Dementia, Primary Degenerative  $          34,841,102  

Prevent/Admin Hlth Encounters  $    7,473,665   $  26,673,474  

Pregnancy w/ w/out Compl  $  22,794,381  

Infections - ENT Ex Otitis Med  $    9,520,166  

Total Number of Members  18,197 17,950 36,100 403,825 

Top clinical condition for the Cost Group is in bold italic.  
A blank space means that the condition is not in the Cost Group’s top 5, ranked by net payments. 

MaineCare: Top Clinical Conditions  
   by Total Payment 
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Long term care  

53% 

Hospital inpt 

14% 

Hospital outpt 

5% 

ER 

1% 

Mental health  

14% 

Physician/RHC/ 

FQHC 

1% 

Primary Care  

1% 

Pharmacy  

4% 

All other  

7% 

 
MaineCare: Service Utilization for Top 5 
Percent of High-Cost Users = $1.2 Billion 
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MaineCare: People Served, Services Provided 

Federal Medicaid law requires states to cover the following services: 

 

• Inpatient hospital care  

• Outpatient hospital care 

• Physician services 

• Nurse mid-wife and nurse practitioner services 

• Federally Qualified Health Centers/Rural Health Centers 

• Laboratories and x-ray services 

• Nursing Facility services (age 21 and older) 

• Home Health Services (including related supplies and equipment) 

• Transportation to medically necessary services 

• Early Periodic Screening Diagnosis and Treatment (<21) 

• Family Planning 

• Tobacco Cessation  
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MaineCare: People Served, Services Provided 
 

 MaineCare Optional Services Include: 

• Prescription Drugs 

• Chiropractors 

• Podiatrists 

• Diagnostic Services and Screening 

• Preventative services 

• Rehabilitative services 

• Clinic services 

• Dental services (limited for adults) 

• Dentures  

• Physical and occupational therapy 

• Speech, language and hearing services 

• Prosthetic devices, including 

eyeglasses 

 

• Inpatient psychiatric care for people 

under 21 and over 65 (adults 21-64 not 

covered by Medicaid) 

• ICF/IID 

• Case management services 

• Private Duty Nursing  

• Personal care services 

• Hospice care 

• Home and community based services 

(habilitation)  

• Primary care case management services 

• Respiratory care (for ventilator-

dependent) 

• Eye care  
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Waiver:  

Allows for greater state flexibility under 
federal law  

 

Primary requirement: 

Federal government will pay no more 
than it would if no waiver  existed. 

MaineCare: Waiver Services 
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• Disabled & Elderly Waiver 

• Intellectual Disability or Autistic Disorder (Adult 
waiver & children’s waiver) 

• Home & Community Based Services for persons 
with physical disabilities 

• HIV 

• Transportation Services 

MaineCare: Current Waiver Services 
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State-Funded Programs 

  

Waitlist 

(As of Oct. 

2014) 

Average PP 

Annual 

Cost (State 

Funds only) 

Annual State Cost 

to Fund 

  

Consumer-directed Home Based Care 319 $18,900  $6,029,100 
  

Home Based Care 132 $8,856  $1,168,992 
  

Homemaker (Independent Support Services) 820 $1,428  $1,170,960 
  

Annual State-Funded Program Needs Totals 1,271   $8,369,052**   

MaineCare Programs Waitlist 

Average PP 

Annual 

Cost (State & 

federal Funds) 

Annual 

State Cost  

to Fund 

Annual State & 

Federal Cost to 

Fund 

Section 19, Elderly and Adults w/ Disabilities Waiver 0 $52,092 $0 $0 

Section 20, Other Related Conditions Waiver 0 $201,000 $0 $0 

Section 21, Home and Community Based Services  

Comprehensive Waiver 
1006 $101,000 $39,067,507 $101,606,000 

Section 29, Home and Community Based Waiver 

Support Waiver 
485 $22,000 $4,102,615 $10,670,000 

Section 22, Physically Disabled Waiver  71 $27,719 $756,715 $1,968,049 

Brain Injury Residential Services 52 $95,695 $1,913,326 $4,976,140 

Annual Maine Care Totals (State Funds only) 1,614 $45,840,163   

Total State Funding Needed  $54,209,215**   

Total State & Federal       $119,220,189 

DHHS Waitlists 



Our system is designed to reward volume instead of quality and efficiency. 
This does not always ensure that MaineCare members receive the right 
services for their needs at the right time, or in the most appropriate setting. 
This has created a cost problem.  In our current system:  

 

• 20% of MaineCare members incur 87% of cost 

 

• This 20% often have more than one long-term condition, such as: 
– COPD 

– Diabetes 

– Mental Illness 

– Heart Disease 

– Substance Abuse 

The only way to make positive change is to create a system that focuses on 
patient-centered, quality and efficient care delivery.  
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MaineCare: VBP – Why the Change? 



By implementing our various VBP initiatives, the Department anticipates the following 
results: 

 

• A holistic approach to healthcare delivery by addressing a person’s physical and 
mental health needs as one 

 

• A more coordinated and collaborative healthcare delivery system 

 

• A reduction in over-utilization of unnecessary, costly services and an increase in 
appropriately timed interventions aimed to improve long-term health outcomes 

 

• Short- and long-term cost containment 

 

• Providers are accountable for the outcomes of the services they provide  
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MaineCare: VBP – What we want to accomplish. 



Program Goals  

 

• Reduce avoidable ED use and improve health outcomes for high needs, high 
utilizers of the ED through statewide care management efforts 

 

• Use care management resources in the community wherever possible 

 

• Identify and fill the gaps where no care management capacity exists 

 

• Increase availability of ED for true emergency situations 

 

• Achieve savings in order to reinvest in primary care and other Department 
priorities  
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Maine’s  Emergency Department Collaborative: 
Reducing Inappropriate Use, Improving Outcomes 



Successes 

 

• Presently, 36 hospitals are involved in this program  

 

• Average number of ED visits pre-intervention: 13 in 11 months 

 

• Average number of ED visits post-intervention: 6 in 12 months 

 

• Members managed: 1,078 current, 2,114 since program inception 

 

• Nearly $9.9M has been saved since 2010 and patient outcomes 
have improved 
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MaineCare: ED Care Collaborative 
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$1,393.21  
 $1,554.06  

$1,539.56  

 $1,267.65  
$1,150.07  

$1,032.37  

 $-
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Pre-Intervention 
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(18 months) 

The above graph represents outcomes for the 1,078 members that have received 18 months of intervention.  Per member, per month costs represent 
outcomes at a specific point in the intervention process:  11 months pre-intervention, 6 months pre-intervention, start point, 6 months post-
intervention, 12 months post-intervention and 18 months post-intervention.  This graph does not represent costs at a specific point in time (i.e. August, 
2014).  This graph includes MaineCare incurred claims data as of August 31, 2014. 

 
•Members managed:   1,078 this population (2,114 total since program inception) 
 

•Savings realized: $9.9 million ($3.7 million in State Funds) total since program inception 
 

MaineCare: ED Care Collaborative 
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MaineCare: Stage A Health Homes 

Background 
 

Health Homes Stage A was implemented in 2013 and 
targets individuals who have two or more chronic 
conditions, or are diagnosed with one and are at risk of 
another. 
 

• Includes 170 primary care practices, 10 Community 
Care Teams 

• There are over 50,000 MaineCare members enrolled 
in the Stage A Health Homes initiatives 



Background  
 

Health Homes Stage B was implemented in April 2014 and targets individuals with 
Serious and Persistent Mental Illness (SPMI) and children with Serious Emotional 
Disturbance (SED).  

 

• Currently, there are 25 organizations, with over 70 locations around the state, engaged in this effort 
 

• Initial enrollment of approximately 2,000 MaineCare members  
 
 

People with SPMI often encounter a system that is siloed, not welcoming, and not 
designed to meet their needs. As a result: 
 
• Their health care is fragmented, not integrated 

 
• They do not have a medical home, but instead may receive care through multiple primary care 

practices / behavioral health agencies  
 

• They do not have access to the support needed to successfully manage their own care and stay 
healthy 
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MaineCare: Stage B Health Homes 



 

People with mental illness shoulder a disproportionate burden 
in getting the care they need to stay healthy. 

 

• Adults with a diagnosis of SPMI typically have shorter lifespans 
and higher rates of chronic disease than people without these 
disorders. 

 

• Adults with SPMI die on average 25 years sooner than their 
counterparts without a diagnoses of SPMI. 

 

• Children with SED use more physical health care services than 
Medicaid-enrolled children, in general. 
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MaineCare: Stage B Health Homes 



Features of Stage B Health Homes include:  

 

• The integration of mental and physical health care, so that a 
single, person-centered plan of care identifies and drives all 
needs. 

 

• Peer supports, so that individuals and families can have access 
to information and advocacy to help them manage their own 
care. 

 

• A data-driven and outcomes-based approach, to better 
identify what is working and what needs improvement. 
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MaineCare: Stage B Health Homes 



Accountable Communities will result in such improvement as: 

 

• Reduction in inpatient readmissions 

 

• Less non-emergent ED use 

 

• More effective use of Electronic Medical Records and real-
time data through Maine’s Health Information Exchange 

 

• Increased investment in care management for members with 
chronic conditions 

 

• More emphasis on preventive care 
 

34 

MaineCare: Accountable Communities (AC) 



Current  participants are: 

• Eastern Maine Health 

• MaineHealth 

• MaineGeneral Medical Center 

• Penobscot Community Health Center
    

MaineCare: Accountable Communities  
Incentivizing Quality Care and Cost Reduction 

Enrolled provider 
organizations engaged in 

Accountable  
Communities 

can share in savings 
 that come with  

care coordination  
if quality benchmarks  

are met. 

Number of MaineCare Members in 
Health Homes, Accountable 

Communities and the ED 
Collaborative 

48,917 

1,854 

30,273 

2,114 

0

10,000

20,000

30,000

40,000

50,000

60,000

HH Stage A

BHH Stage B

Accountable
Communities

ED Collaborative
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Shared Savings model 

 
• ACs can choose between Model I (shared savings only) and Model II (shared saving and 

shared losses). 

 

• All 4 ACs have chosen Model I, but can change to Model II in subsequent years. 

 

• Under Model I, the AC can share in a maximum of 50% of savings, depending on how it 
does on a number of quality measures. 

 

• Under Model II the AC can share in a maximum of 60% of savings and also be at risk of 
5% of losses in year 2 and 10% of losses in year 3, all depending on how it does on a 
number of quality measures. 

 

In both models, there are no shared savings or loss payment made unless savings or losses 
exceed: (a) 2.5% of Benchmark TCOC for ACs with 1,000 – 4,999 members, or (b) 2.0% of 
Benchmark TCOC for ACs with 5,000+ 
members                                                                                                                  
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MaineCare: Accountable Communities (AC) 



Outcomes Since beginning in  SY14: 

 
• Cost avoidance = $1,735,622 (combined state and federal) as of June 30, 2014.  Another $1.1M 

is estimated for SFY 15.   

 

• 711 members enrolled (i.e. contacted and counseled) Note:  11% of members were enrolled for 
poor adherence thus reducing waste of medications.   

 

• 94 drugs are currently part of the Pharmacy Management Program.   
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MaineCare: Pharmacy Management  



New Policy Highlights 
  

• Acute Pain Management (pain that is expected to last less than 8 
weeks) 
 

– Up to 15 days of opioids per year without Prior Authorization (PA). 
 

– For each two weeks beyond the first 15 days, a face-to-face visit between member 
and provider must occur and a PA must be submitted and approved. 

 

– A maximum of three refills (plus the original 15 days) may be allowed for 
management of acute pain. 

 

– Post-operative pain management only requires one 60-day PA request, not a new 
request every two weeks. 

 
 

• Chronic Pain Management (pain has or is expected to last longer 
than 8 weeks) 
 

– Prior to starting the next prescription for opioids, the member must engage in an 
evidenced-based treatment service, including, but not limited to, Physical Therapy, 
Cognitive Behavioral Therapy, Osteopathic Manipulative Treatment, etc. 

 

– For patients with a diagnosis of neck pain, back pain, headache or Fibromyalgia, a 
second opinion from another provider must concur that for this patient, opioids 
are an appropriate next step in his/her care as all other options have either been 
tried or are deemed inappropriate. 
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MaineCare: Pain Management 



Results after first year (comparing 2012 to 2013) 

 
• 10,000 fewer MaineCare members received a prescription for opioid medications 

  

• 69,634 fewer prescriptions were filled for MaineCare members 

  

• 5,896,106 fewer opioid pills were dispensed to MaineCare members 

 

• $1,322,075 less spent on opioid medications in CY 2013 compared to CY 2012 

 

• Nearly the entire cost reduction can be attributed to the reduction in high dose, chronic use 
members 

 

  

For the first six months of 2014, as compared compared to 2012, there is a 
nearly 50% decrease in the number of opioid pills dispensed to MaineCare 
members! 
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MaineCare: Pain Management 



Background 
 

• The Radiology Utilization Management program was implemented in 
February 2014. It includes Prior Authorizations for CT & PET scans for 
clinical appropriateness, identifying duplication of radiology requests, 
etc.  

 
• January – July 2014 Estimated Cost Savings:  

 

 CT Scans, YTD:     $2,311,823 

 PET Scans, YTD:        __$72,543 

 Total YTD:     $2,384,366 
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MaineCare: Radiology Management 



Time 
Period 

Review 
Category 

Annual Total 
Number of 

Services 

Monthly 
Average 

Number of 
Services 

Monthly Average 
Services per 1000 

Members 

Average Monthly 
Expenditures for 

Service 

Baseline CT/CTA 28,018 2,335 13.64  $1,196,652  

YTD 2014 CT/CTA 12,475 1,782 12.43  $866,391  
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CT Scans - Summary 

Time Period 
Review 

Category 

Annual Total 
Number of 

Services 

Monthly 
Average 

Number of 
Services 

Monthly Average 
Services per 1000 

Members 

Average Monthly 
Expenditures for 

Service 

Baseline PET 489 41 0.24  $36,222  

YTD 2014 PET 220 31 0.22  $25,858  

PET Scans - Summary 

MaineCare: Radiology Management 



What is SIM?  
 

• Supports Value-Based Purchasing efforts through a focus on payment reform, 
delivery system reform, data analytics, Health Information Technology (HIT), and 
consumer engagement  

 

• Seeks to bolster work currently underway in our state to reduce healthcare costs, 
strengthen clinical quality, and improve patient experience 

 

SIM Goals  
 

• Reduce the total cost of care per member per year to the national average 

 

• Improve population health in at least 4 disease categories (diabetes, mental health, 
obesity, tobacco) 

 

• Improve patient experience scores for targeted practices by 2% from baseline 

 

• Increase the number of practices reporting patient experience from 50% to 80% 
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MaineCare: Maine State  
Innovation Model Grant (SIM) 



Maine State Innovation Model Grant 

4/1/13 – 9/30/16 
Implement-
ation Phase 

4/1/13 – 
9/30/13 

Testing Phase 

10/1/13 – 9/30/16 

Evaluation Period 

•10/1/16-12/31/16 

 

SIM Grant Year One 

10/1/13 – 9/30/14 

SIM Grant Year 2 

10/1/14 – 9/30/15 

SIM Grant Year 3 

10/1/15 – 
9/30/16 
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Maine State Innovation Model Grant Timeline 
MaineCare: Maine State Innovation Model Grant MaineCare: SIM Timeline 



MaineCare: Maine State Innovation Model (SIM) Initiative  

Working together to promote innovations which transform health care and make Maine the healthiest state in 
the nation 

Primary 
Innovations 

Our Mission 

Our Strategy 
We will achieve this vision by leading and aligning efforts to transform health care delivery and payment 

using the following primary innovations: 

The total cost of care per member per month in Maine will fall to the national average 

Maine will improve the health of its population in at least four categories of disease prevalence (ie diabetes, mental health, obesity, etc) 

Maine will improve targeted practice patient experience scores by 2%  from baseline for practices that participated in the 2012 survey 

Maine will increase from 50% to 66% the number of practices reporting on patient experience of care  

Our Vision 

Strengthen 
Primary Care 

 

Develop New 
Workforce 

Models 

•Provide learning 
collaborative & 
technical 
assistance to help 
BH organizations 
move to Health 
Homes model, and 
to improve 
integration of 
physical and BH 

•Provide resources 
& assistance to BH 
providers for 
health information 
technology and 
interoperability 

•Develop BH quality 
measures 
 

•Support 
development & 
use of common 
quality & cost 
measures 

•Support the 
development of 
standard cost & 
quality 
reporting  
 

•Engage patients 
and families as 
active participants 
in their care 

•Conduct 
consumer 
engagement 
campaign, with 
special focus on 
MaineCare 
members 

•Promote Shared 
Decision Making, 
tools including 
Choosing Wisely 

•Measure & 
publicly report 
patient experience 
 

•Develop Community 
Health Worker pilot 
in 5 communities 

•Develop Diabetes 
Prevention Program 

•Provide training for 
PCMH/HH practices 
to improve care for 
persons with 
developmental 
disabilities 

•Support efforts to 
Align Long Term 
Care with PCMH/HH 
models 

•Support the 
Improvement of care 

transitions  

Centralize 
Data & 

Analysis 

Engage People & 
Communities 

•Expand access to 
Patient Centered 
Medical Home 
(PCMH) / Health 
Home (HH) 
models 

•Provide quality 
improvement 
support, 
recognition & 
rewards to 
PCMH/HH 
practices 

•Provide 
leadership 
development 
opportunities for 
providers 
 
 

The Maine SIM initiative, through a collaborative process, will promote the alignment and acceleration of  
statewide innovations designed to improve health and health care  and reduce health care costs for the 

people of Maine 

Develop New 
Payment 
Models 

 

Integrate Physical 
& Behavioral 
Health Care 

•Support 
development of 
Accountable 
Community 
Organizations 
(ACOs)  

•Offer ACOs peer-
to-peer learning 

•Develop 
common quality 
measures 

• Engage 
employers, 
payers, and 
consumers 

•Develop value-
based insurance 
& benefit design 

Goals by 
2017 
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SIM Strategic Pillar Objectives 

Pillar 1 - Strengthen Primary Care- transition from a single provider 

engagement to a team based approach in which the patient is a fully engaged 

and equal partner on the team 

• Learning Collaboratives for Health Homes to guide the practice 

transition from old delivery model to Health Home model 

• Health Information Exchange with push out reports allowing these new 

teams to have real time information on care access by patients 

• Data Analytics( claims & clinical) used to inform providers of their care 

pattern and the subsequent outcomes 

• Education about reports and their proper use and interpretation 

  

MaineCare: SIM Strategic Pillar Objectives 
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SIM Strategic Pillar Objectives 

Pillar 2 - Integrate Physical and Behavioral Health - bring together both 

worlds of medical care and address the patient with a holistic view of their well-

being not just each individual diagnosis 

• Behavioral Health Home Organizations to be recognized and funded for 

a new model of delivery 

• Bring the value of electronic health records to the Behavioral Health 

community 

• Connect BHHO to the Statewide Health Information Exchange 

• Learning Collaboratives for BHHO to guide the practice transformation 

from old delivery model to new integrated model 

  

MaineCare: SIM Strategic Pillar Objectives 
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SIM Strategic Pillar Objectives 

Pillar 3 - Develop New Payment Models - Match funding to new model of 

team and integrated care delivery as well as fund for outcomes 

• Establish a new model of payment for a new model of care delivery 

through Accountable Care Community and Health Homes/BHHO 

• Develop Value Based Insurance Design for payers 

• Inform practices of their status through practice reports on cost and 

quality 

Pillar 4 - Develop New Workforce Models - with a new work environment 

new skills and adaptation to current skills will be necessary 

• Leadership Development 

• Community Health Workers will be utilized as part of the team 

• Curriculum for new member of integrated team between physical health 

and behavioral health care teams 

MaineCare: SIM Strategic Pillar Objectives 
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SIM Strategic Pillar Objectives 

Pillar 5 - Centralize Data and Analysis - Establish a single standard for what 

data to use when, how to best analyze that data and turn it into actionable 

information then disseminate that information so that it can drive health care 

towards better outcomes 

• Public reporting on quality and cost 

• Development of a ‘dashboard’ for providers and payers to monitor 

trends and results of transformation efforts 

• Use of data/analytics/information to drive decision-making in a way that 

all would agree   

  

MaineCare: SIM Strategic Pillar Objectives 
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SIM Strategic Pillar Objectives 

Pillar 6 - Engage People and Communities - Establish and expectation, plan 

and programs for use of community resources and social supports to ensure 

best health outcomes 

• Implement National Diabetes Prevention Program 

• Community Health Worker Program 

• Educate consumers on what to expect from this new model of care 

• Provide patients with direct access to their own health information 

MaineCare: SIM Strategic Pillar Objectives 
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